
Bainbridge Island School District #303

Sports Participation History Form
THIS FORM MUST BE COMPLETED AND SUBMITTED TO THE SCHOOL OFFICE BEFORE A 
STUDENT IS ALLOWED TO TRY OUT FOR A SPORT.

Health examination for athletes must be rendered prior to tryout and team participa-
tion. It is valid for one calendar year from date of exam.

Name ___________________________________________________ Birthdate ______________________ Age_________

Home Address ____________________________________________ Sport _________________________ Grade ______

Athlete’s Directions: Please review all questions with your parent/guardian and answer them to the best of your knowledge.
Physician’s Directions: We recommend repeating the 13 questions listed below and carefully reviewing details of any 
positive answers.

   DON’T
YES  NO  KNOW

1. Has anyone in the athlete’s family (grandmother, mother, father, brother, sister, aunt, uncle) 

died suddenly before the age of 50 years?

2. Has the athlete ever passed out during exercise or stopped exercise because of dizziness?

3. Does the athlete have asthma (wheezing), hay fever, or coughing spells after exercise?

4. Has the athlete ever broken a bone, had to wear a cast or had an injury to any joint?
5. Does the athlete have a history of a concussion (getting knocked out)?
6. Has the athlete ever suffered a heat-related illness (heat stroke)?
7. Does the athlete have anything he or she wants to discuss with the physician?
8. Does the athlete have a chronic illness or see a physician regularly for any particular 

problem?
9. Does the athlete take any medicine?
10. Is the athlete allergic to any medications or to bee stings?
11. Does the athlete have only one of any paired organ? (eyes, ears, kidneys, testicles, ovaries, 

etc.)
12. Are there any new injuries since the last sports exam?
13. When was your last tetanus shot?_______ MMR?____________________

Elaborate on any positive answers:

“I hereby give my consent for the above named student (1) to represent his/her school in athletic activities/activity as noted above, provided 
that such athletic activities are approved by the State Association; (2) to accompany any school team of which he/she is a member on any 
of its local or out-of-town trips. I authorize the school to obtain, through a physician of its own choice, any emergency medical care that 
may become reasonably necessary for the student in the course of such athletic activities or such travel.”

 Please check your insurance plan and indicate your hospital preference if emergency treatment is needed.

Insurance Plan: _______________________________  Hospital Preference:____________________________________

Family Doctor:________________________________

I have answered and reviewed the questions above and give permission for my child to participate in sports.

Signature of
Parent or Guardian Date ________________Phone_____________________



PREPARTICIPATION SPORTS EXAM

PHYSICAL EXAMINATION
BP_______    P_______ W_______ HT______ Vision (R)_________ (L)_________

WRESTLING: I recommend that the pupil designated above should not be allowed to wrestle any weight 
less than the indicated classification Circled:

 103 112 119 125 130 135 140 145 152 160 171 189 215 275

Normal  Abnormal          Description of Abnormal Findings
 q q  A. HEENT
 q  q  B. Heart
 q  q  C. Lungs
 q  q  D. Abdomen
 q  q  E. Hernia (males only)
 q  q  F. Knee*
 q  q  G. Ankle*
 q  q  H. Shoulder*
 q  q  I. Other Joints*
 q  q  J. Scoliosis
 q  q  K. Feet
 q  q  L. Estimate of strength
 q  q  M. Estimate of flexibility

*(Record laxity, weakness, instability, decreased ROM—if abnormal)

ASSESSMENT
A. q No problems identified
B. q Other

RECOMMENDATIONS
A. q Unlimited
B.  q Limited to specific sports:______________
C.  q Deferred until:_______________________

  (eg. rehabilitation, recheck, consultation,
  laboratory tests, etc.)
 D. q Disqualified
REEXAMINE

A. q Yearly and after any injury that limits participation
  for longer than one week
B. q Other

Physician Signature____________________________________ Date__________________________

Physician Name_______________________________ Physician Phone________________________

Address___________________________________________________________________________

(Please Print)


